In the treatment of puerperal depression the dose of progesterone may need to be higher during the first month or two following childbirth, and up to 200 mg by daily injections may be needed for the first few days. That may seem a high dose, but during pregnancy the level of progesterone production in the placenta exceeds 300 mg daily. If treatment of puerperal depression has been delayed for a few months, then it is usual to find an exacerbation of the depression during the premenstruum, and in these cases it is as well to give continuous progesterone for the first month or two and when symptoms are relieved to give progesterone cyclically in the second half of the menstrual cycle.
These are two depressions that need no reference to the consultant psychiatrist. Their diagnosis and treatment lie completely within the province of the family doctor. Those doctors familiar with the treatment of premenstrual syndrome should have no difficulty in mastering the technique of progesterone therapy in puerperal depression. Thus, practice of good medicine will avoid wasting the valuable time of our psychiatric colleagues. To detect whether a sad person in these circumstances is healthy or suffering from a depressive illness appears simple, but examination of the 'cause' which is the basis of one classification is unhelpful, for it is the same in each case. A further difficulty arises from the tendency for the judgment (and history) of the patient with depressive illness to be distorted. Whereas the healthy sad person always recognizes his problem with reasonable accuracy, the patient with depressive illness may well be unable to connect the use of hormones, depressant drugs or recent virus infection with his or her psychological symptoms, and may mislead himself and his doctor into belief in an environmental 'cause'.
REFERENCES
From a biological viewpoint depressive illness can be regarded as a semipermanent disturbance of the primitive central regulating mechanisms, including alteration in mood, in the absence of organic brain disease. The changes most readily appreciable by the clinician are those concerned with sleep, appetite, weight, libido and diurnal variation, all of which are closely associated with the hypothalamus. In depressive illness there is a shift from the normal setting, and the distinction from unhappiness depends on knowledge of whether these functions are continuously disturbed. This distinction is important to the individual sufferer. The unhappy person is well fitted to seek and gain help from his relatives, friends and spiritual sources or his doctor, but the person with depressive illness with the same problems is handicapped by being unlike himself. His personality is changed and his worst features are caricatured. His everyday life is burdened by difficulty in concentrating and gloomy contemplation and his capacity to get help is reduced.
Although depressive cording to age. Although two clear-cut pictures can be recognized in the extremes, in practice there is much overlap. Both types show vegetative changes, and the separation can be made from the direction in which these changes occur. Table 1 shows the simple classification.
The typical functional changes are those usually associated with classical cases of depression and are more likely to be manifest in those over 35; the atypical changes are commoner in younger patients. Awareness of the atypical group reduces the likelihood of missing many cases of depressive illness, but the classification is important also because the two groups respond differently to treatment with antidepressant drugs.
Factors in Development Mitchell-Heggs (1971) , in a study of 400 consecutive cases of depressive illness, found that in about a fifth a physical precipitant was responsible. Psychological factors were associated with the onset of two-fifths, and in another fifth both physical and psychological factors were present. The remainder had no apparent precipitant.
In a personal study (Pollitt 1971 ) of a further 200 cases, changes in vegetative function were found in all but one patient. The average number of changes in function was between three and four. In part of this work the precipitating factor for each illness was also studied. In two groups of similar average age, the risk among relatives for those whose illnesses were apparently psychologically induced was twice that for those whose illnesses had been precipitated by a physical influence. The genetic threshold for the physical cases was much lower than in the psychological ones. This was not surprising for whereas psychological defences can be used against losses and psychological stress, there is no protection against the possible depressant effects of influenza or depressant drugs. Hopkinson & Ley (1969) found that for older depressed patients the risk of relatives developing similar illnesses was much lower than for younger patients. There was a sudden decrease in the risk at about 40. One explanation for this is that a depressive illness developing after 40 may more often be_precipitated by physical rather than psychological factors. This was confirmed by Mitchell-Heggs (1971) , who found that younger depressed patients had a much higher proportion of psychological precipitants. These relationships emphasize the importance of physical and genetic influences as well as of psychological factors in etiology, all aspects being readily accessible if the history is taken carefully.
Psychopathology
Although biological factors have been discussed, the symptoms of endogenous depression which are of a mental kind, such as suicidal ideas, guilt, hypochondriasis, self-punitive wishes and introspection, cannot be ignored for they are classical features of illness. Nevertheless, they depend on the patient's personality, upbringing and culture, and while they give a positive indication of the severity of the psychological state, they do not indicate its quality. In patients with marked psychological symptoms, such as delusions, there are almost always changes in most of the 5 vegetative functions. Many of these well-known psychological symptoms can be seen as a shift in outlook commensurate with the shift in vegetative function already stressed. To understand the basis of this shift, which may also have a physical basis, it is necessary to use a model of the memory storage system; for brevity a simplified hypothesis is presented.
If each event in the life of the individual is recorded and memorized according to the emotion expressed at the time and if memories associated with pleasant emotions are stored separately from those associated with unpleasant experiences, a simple dichotomized matrix of memories can be visualized. During early upbringing, experiences would be recorded as pleasant or unpleasant according to the environmental reward or punishment associated with them. These memories, known to be more deeply impressed during the early years of childhood, usually reflect the reactions, teaching and values of the parents, and their accumulation in time provides a framework indicating to the individual the behaviour acceptable (or unacceptable) in the family, social life and in the culture.
It is assumed that in everyday life the individual uses this framework of memory as a basis for appropriate behaviour, viewing each situation in the light of his instinctual need and the demands of his social and physical environment, and deciding the appropriate course. If the individual succeeds in satisfying instinctual needs while gaining approval, he experiences a feeling of gratification and satisfaction. If he transgresses the accepted code of his culture, he experiences guilt. If neither course can be adopted he remains inert, indecisive and frustrated.
The normal tendency to view past memories in biased fashion, and to remember more vividly rewarded experiences, to the relative exclusion of painful, unrewarded or dismal memories helps the individual take decisions
The normal individual, therefore, feels confident about selecting appropriate modes of behaviour to gain satisfaction. He is decisive in choice, and his contemplation of his own past reflects the more favourable impressions of himself and his worth. He is free of guilt. If, however, the person's viewpoint swings semipermanently to the unrewarded, punished, gloomy side of his past life, he must then experience the inverse of these normal impressions. Clinical observation suggests that it is from such a disturbance of viewpoint that the pathological experiences of the patient suffering from depressive illness arise.
Continuous contemplation of past acts which have transgressed the code by which he was brought up results in constant feelings of unworthiness, inferiority and guilt. The past appears gloomy, as does the future, for the opportunity to see future success is now concealed from the sufferer. There is also a feeling of hopelessness, while impossible choices between courses of action, which appear doomed to fail, render the individual indecisive and inactive.
Although this is hypothetical, Young's (1962) work with octopuses indicates the existence of the simplest form of dichotomized memory storage on which the model described is based. The work of Olds (1962) and Olds & Olds (1963) This short and over-simplified account of a different way of looking at depressive illness cannot do justice to the biological and medical approach in practice. The most important part of management of all patients is to raise morale. In depression perhaps this can best be done by explaining to the patient these fLndamentals, so that they can share in therapeutic optimism which today is fullyjustified.
